The present study examined 115 service providers' adherence to components of cognitive-behavioral therapy (CBT) for youth anxiety before training, postworkshop training, and after 3 months of weekly consultation. Adherence was measured using a role play with a trained actor. We examined differences in individual adherence to CBT components across time and the relationship between number of consultation sessions attended and adherence ratings after consultation. Findings indicated that somatic arousal identification and relaxation were the most used treatment components before training. Adherence to all components of CBT increased after workshop training, except the usage of problem-solving. Adherence to problem-solving, positive reinforcement, the identification of anxious self-talk, and the creation of coping thoughts increased after consultation but usage of problem-solving remained low RINAD S. BEIDAS received her PhD in clinical psychology from Temple University. She is currently an assistant professor and Director of Implementation Research at the University of Pennsylvania Perelman School of Medicine in the Department of Psychiatry. Her research group focuses on the dissemination and implementation of evidence-based practices for youth psychiatric disorders in community settings. She has published more than 60 articles and is the co-editor of the only book published on evidence-based practice in youth,
compared with other treatment components. Overall adherence remained less than optimal at the final measurement point. The number of consultation sessions attended predicted postconsultation adherence to identification of somatic arousal, identification of anxious self-talk, and positive reinforcement. Implications include tailoring future training based on baseline levels of adherence and spending more time during training and consultation on underutilized CBT components, such as problem-solving. Limitations of the present study, including how adherence was measured, are discussed. This study adds to the implementation science literature by providing more nuanced information on changes in adherence over the course of training and consultation of service providers.
Keywords: evidence-based practice, cognitive-behavioral therapy, training, fidelity, adherence Cognitive-behavioral therapy (CBT) is the gold-standard treatment for youth anxiety (Silverman, Pina, & Viswesvaran, 2008) ; however, many youth in need of CBT do not receive it (Healthy Development, 2009 ). Components of CBT for youth anxiety include psychoeducation, the identification of somatic arousal, relaxation, the identification and management of anxious self-talk, problem-solving, graduated exposures, and positive reinforcement for brave behavior (see Podell, Mychailyszyn, Edmunds, Puleo, & Kendall, 2010) . One daunting challenge to the dissemination and implementation of evidence-based practices (EBPs) for youths in community settings is training service providers to administer components of these complex treatments with fidelity (McHugh & Barlow, 2010) . Fidelity (also known as treatment integrity) refers to a system of interrelated components, including adherence (i.e., the use of treatment procedures as they were designed to be used), dose (i.e., length of an intervention), participant responsiveness (i.e., extent of participant engagement), quality of delivery (i.e., the level of skill demonstrated by the service provider when delivering treatment), and program differentiation (i.e., inclusion of unique components of the program; Dusenbury, Brannigan, Falco, & Hansen, 2003; Perepletchikova & Kazdin, 2005; Southam-Gerow & McLeod, 2013) . Researchers have identified fidelity as a critical implementation outcome (see Proctor et al., 2011) . Although there are exceptions (Webb, DeRubeis, & Barber, 2010) , some research shows that higher fidelity is associated with better treatment outcomes (e.g., Mandell et al., 2013) and that fidelity serves as a mediator between implementation of EBPs and client outcomes (e.g., Henggeler, Melton, Brondino, Scherer, & Hanley, 1997) .
Fidelity monitoring can contribute to the determination of whether client outcomes are linked to failure of the treatment itself or failure in how the treatment was implemented (Perepletchikova, Treat, & Kazdin, 2007; Schoenwald, Garland, Southam-Gerow, Chorpita, & Chapman, 2011) . In addition to serving as an indicator of treatment quality, fidelity monitoring serves as useful feedback for implementers, alerting them to areas that require attention (Kutash, Cross, Madias, Duchnowski, & Green, 2012; McLeod, Southam-Gerow, Tully, Rodríguez, & Smith, 2013; Park, Chorpita, Regan, Weisz, & Research Network on Youth Mental Health, 2014) . The call for ongoing fidelity assessment is especially warranted given research showing that fidelity can change over time. For example, in a study on implementation of EBPs in community settings after participation in an effectiveness trial, Palinkas and colleagues (2013) found that service providers used only certain treatment components, sometimes used the treatment with clients who did not meet diagnostic or age criteria, and changed the order of procedures. Service providers reported making these changes because of client factors (e.g., client willingness and interest), therapist factors (e.g., embracing flexibility as a treatment approach/philosophy), and organizational factors (e.g., work settings constituting different treatment priorities). As federal initiatives around indicators of quality in mental health services advance, concerted efforts are needed to understand how fidelity changes over time, what factors contribute to these changes, and what supports are needed to maintain fidelity (Becker, Chorpita, & Daleiden, 2014; Chor, Olin, & Hoagwood, 2014; Sherrill, 2015) .
Research suggests that improvements in components of fidelity can be achieved through training and consultation strategies (Beidas & Kendall, 2010; . One study found significantly greater gains in two aspects of fidelity-CBT adherence and skill-in community service providers who participated in a workshop and ongoing consultation as compared with service providers who only received a CBT treatment manual (Sholomskas et al., 2005) . This suggests that participation in training and consultation results in better fidelity than reading a manual. Another study also found gains in adherence and skill in service providers over the course of initial workshop training and further gains after 3 months of weekly consultation (Beidas, Edmunds, Marcus, & Kendall, 2012) , suggesting that ongoing support after training may be beneficial to fidelity. A recent study similarly demonstrated the benefit of ongoing support after training in the form of an online learning community, which involved eight 1-h meetings via an online conferencing platform during which trainees and a facilitator further discussed and practiced core concepts (Harned et al., 2014) . Service providers in the learning community evidenced better clinical proficiency in the delivery of exposure therapy for anxiety disorders as compared with service providers who only participated in the training.
Despite this informative work, there is a dearth of research examining the incremental gains in fidelity after training and consultation. To address this gap, the present study examines incremental gains in adherence, one important aspect of fidelity, over the course of training and consultation. The parent study (Beidas et al., 2012) found overall improvements in total adherence scores over the course of training and consultation, regardless of whether initial training was delivered via in-person or a computer-based training workshop. The present study offers a microanalysis of adherence, as measured by service provider incorporation of CBT components into a role play, by examining which specific components of CBT for youth anxiety were adhered to by service providers over the two training phases. Given that certain components of CBT, such as relaxation, are more commonly used in usual care than others (Allen & Johnson, 2012; Eichstedt, Collins, Phoenix, Haensel, & Dozois, 2014) , we hypothesized that adherence to identification of somatic arousal and This document is copyrighted by the American Psychological Association or one of its allied publishers.
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relaxation would be greater at baseline compared with other CBT components (e.g., problem-solving) and that adherence to all components would increase over the course of training and consultation. Similar to findings in the parent study, we also hypothesized that a dose-response effect would be found postconsultation, such that greater attendance at consultation sessions would predict higher postconsultation adherence across multiple components of CBT for youth anxiety. In contrast to the parent study, which examined total adherence scores, we examined the relationship between consultation attendance and adherence to each individual CBT component.
Method Participants
A total of 115 service providers participated in Beidas et al. (2012) , 113 (98%) of who completed the posttraining assessment and 102 (89%) of who completed the postconsultation assessment. Service provider is a generic term that encompasses the diverse set of participants in the present study and represents a wide range of educational backgrounds and occupations (e.g., psychologists, social workers, graduate trainees, psychiatrists, etc.). Please see Results for more specific demographic information.
Measures
Clinician Demographics and Attitudes Questionnaire. The Clinician Demographics and Attitudes Questionnaire (CDAQ; Beidas, Barmish, & Kendall, 2009 ) is a 15-item questionnaire that gathers background information (e.g., months of clinical experience) and attitudes toward CBT (i.e., "How much do you identify with CBT as your orientation?"). This measure was only used to identify background characteristics of participants in the present study. This measure uses a combination of open response (e.g., "How much experience (in months) have you had in the role of a therapist?"), multiple choice (e.g., "How would you describe your past experience with the Coping Cat manual? A. Have never used it; B. Have read the manual but never administered the treatment; C. Have read the manual and administered the treatment; D. Have administered the treatment but not read the manual; E. Other: __________"), and a Likert scale ranging from 1 (do not identify) to 7 (strongly identify) regarding how strongly the service provider identifies with CBT as his or her orientation. Psychometrics on the CDAQ and a shortened version (CDAQ-S) indicate acceptable reliability. The intraclass correlation coefficient (ICC) was .91 and Spearman Brown split-half reliability was .85 (Beidas et al., 2009) .
Therapist Background Questionnaire. The Therapist Background Questionnaire (TBQ; Weisz, 2004 ) is an 11-item questionnaire that also assesses service provider demographics (e.g., numbers of hours spent in workshops over the past 2 years).
Adherence and Skill Checklist. The Adherence and Skill Checklist (ASCL; Beidas et al., 2009 ) is a coding instrument that measures adherence to the content of CBT for youth anxiety and skill in treatment delivery. Of note, only the adherence items were included for analysis in the present study. Adherence, which has been defined as delivering treatment components as designed (Southam-Gerow & McLeod, 2013) , was operationally defined in this study as the presence or absence of six core CBT competencies in treating youth anxiety during an 8-min performance-based role play (PBRP): (a) identification of somatic arousal, (b) identification of anxious self-talk, (c) relaxation, (d) coping thoughts, (e) problem-solving, and (f) positive reinforcement (Sburlati, Schniering, Lyneham, & Rapee 2011) .
Specifically, during the PBRP, service providers were asked to prepare an anxious child (played by a trained undergraduate) for an exposure task after reading a brief three-paragraph vignette describing the standardized client. The undergraduates portraying anxious youth were given standardized responses if asked particular questions by service providers and were trained to criterion such that they had to provide at least 80% of the desired prompts during practice role plays before participating in role plays with the service providers. The vignettes created for the PBRPs were rated by six child anxiety treatment experts to ensure that they were of similar difficulty, clarity, typical presentation of an anxious youth, and comparability. After vignette description of the anxious youth, service providers were asked the following: "Please demonstrate in a role play how you would prepare for this exposure task with the staff member present on the phone acting as Mike. If you are not sure of how to proceed, please just do the best that you can (i.e., how you would normally treat an anxious youth in your clinical work)." This scenario was used as an analog for adherence because preparation for exposure tasks builds upon all CBT components and allows opportunities to incorporate all components (e.g., as is reflected in the Coping Cat manual for child anxiety; Kendall & Hedtke, 2006) . Coders (one doctoral-level psychology graduate student, two postundergraduate research assistants, and one honors undergraduate research assistant) were blind to condition and time point of the assessment. Interrater reliability for the total adherence score was strong with an ICC of .98. Each individual item had a coefficient of .75 or higher.
Procedure
For a detailed description of the procedures for the original study, see Beidas et al. (2012) . All procedures were approved by Temple University's institutional review board.
Community service providers were recruited via newsletters and listservs to participate in a training study. Interested service providers signed up for one of six training dates and were randomly assigned to one of three training conditions: (a) routine training (n ϭ 40; 6-h didactic workshop that focused on session-by-session treatment content), (b) computer training (n ϭ 34; 6-h self-guided study using CBT4CBT [computer-based training to be a cognitivebehavioral clinician]; Kendall & Khanna, 2008) , or (c) augmented training (n ϭ 41; 6-h interactive workshop that focused on CBT core competencies and utilized behavioral rehearsal techniques). The routine and augmented trainings were led by an advanced doctoral student under the supervision of a licensed psychologist. All service providers, regardless of training condition, then participated in weekly consultation sessions for 3 months via the WebEx virtual conferencing platform (see . Consultation sessions were led by the same individual who conducted the training workshops and followed an agenda that addressed workshop training topics in further depth and/or questions raised by service providers. Participation in consultation sessions was based on provider availability. Therefore, any given consulThis document is copyrighted by the American Psychological Association or one of its allied publishers.
tation session included service providers from various training conditions. On average, 7.83 service providers attended each call (SD ϭ 4.52; range ϭ 1-20). Over the consultation phase, service providers attended an average of 7.15 consultation sessions (SD ϭ 3.17; range ϭ 0 -11). At pretraining, consent was obtained from all service providers, and providers completed a pretraining assessment of demographics. Service providers also completed a PBRP via telephone that was digitally recorded and later independently coded for adherence by reliable raters. Providers completed a PBRP twice more: once after training and again after the consultation phase.
Data Analysis
Descriptive analyses were conducted to provide demographic and background information on service providers. Of note, because the parent study (Beidas et al., 2012) found no differences in these variables across training conditions at pretraining, none of these variables were included as covariates in the present study's analyses.
Analyses were conducted using (a) the intent-to-train sample (N ϭ 114), which included all service providers who completed the pretraining assessment, and (b) the completer sample (i.e., service providers who fully completed all three assessment time points; N ϭ 102). Of note, of the 115 enrolled in the study, pretraining adherence and skill data were missing from one participant because of a recording error. There were few participants who did not complete all time points (n ϭ 13; 11.3%), which is a notable strength compared with similar studies (e.g., 63% participants completed all time points; Sholomskas et al., 2005) . Because there were no significant differences, the results reported are from the more conservative intent-to-train analyses using the last observation carried forward method.
The frequency of provider adherence to CBT components during PBRPs at each time point was enumerated by blind independent evaluators. Descriptive analyses present frequency of each CBT component at pretraining, posttraining, and postconsultation (see Table 1 ). Given the binary nature of the outcome data, nonparametric tests were utilized to test for differences in adherence. Specific usage of CBT components at pretraining were explored using related-sample omnibus Cochran Qs and follow-up pairwise McNemar 2 tests. Adherence to CBT components was compared within time points to determine incremental gains in adherence to CBT components relative to each component of the training package. Related-sample omnibus Cochran Qs and follow-up pairwise McNemar 2 tests tested for differences in the individual adherence components across time points. Cramer's V was calculated as a measure of effect size. Linear regression analyses explored whether posttraining adherence predicted the number of attended consultation sessions. Logistic regression analyses examined whether number of consultation sessions attended predicted individual adherence components at postconsultation.
Results

Service Provider Demographics
All service providers were from the northeastern United States. Ages ranged from 23 to 75 years (M ϭ 35.93, SD ϭ 11.36) and 90.4% were female. Providers self-identified as Caucasian (67%), African American (13%), Hispanic/Latino (5.2%), Asian (4.3%), Native American/Alaskan (1.0%), and other (5.2%). Ethnicity data were missing for 4.31% of the providers. Educational backgrounds included master's degree (62.6%), enrollment in a graduate program (15.7%), medical degree (5.2%), doctorate in philosophy (5.2%), doctorate in psychology (4.3%), doctorate in education (1.7%), and "other" (5.2%). A minority were state licensed (28.7%), with some of those who were not licensed practicing under the supervision of licensed providers. Service providers reported previous clinical experience ranging from 0 to 396 months (M ϭ 65.46, SD ϭ 82.38). Active caseloads ranged from 0 to 150 clients (M ϭ 19.48, SD ϭ 23.72). Approximately half of the providers (50.4%) had previously treated an anxious youth. Providers reported receiving 0 -25 h of supervision per week (M ϭ 1.57, SD ϭ 2.66) and having attended 0 -600 h of workshops in the past 2 years (M ϭ 28.83, SD ϭ 76.18). They reported moderate identification with CBT (M ϭ 4.86, SD ϭ 1.68; range ϭ 1-7).
Adherence at Pretraining
Nonparametric repeated-measures Cochran's Q tests of differences showed significant differences in adherence to individual CBT components, such that service providers differentially exhibited the six core components of CBT at pretraining (Cochran's Q (5) Table 1 ). The identification of anxious self-talk also was used more at pretraining compared with problem-solving and positive reinforcement, ( 2 ϭ 9.28, p ϭ .002, Cramer's V ϭ 0.29; 2 ϭ 21.44, p Ͻ .001, Cramer's V ϭ 0.43; respectively, N ϭ 114). Thus, at pretraining, service providers exhibited greatest usage of the identification of somatic arousal and relaxation compared with all other skills, followed by identifying anxious selftalk.
Adherence Over Time
Service providers demonstrated significant changes in their adherence to individual CBT components over the three time points (i.e., pretraining, posttraining, and postconsultation). Specifically, service providers increased adherence to each of the six core components of CBT over the course of the training and consultation: identification of somatic arousal (Cochran's Q (2) 2 tests did not reveal a significant increase from pretraining to posttraining in the usage of problem-solving. Thus, the initial training was associated with increases in adherence to all skill components, except for problem-solving, which evidenced no overall change (see Table 1 ).
There were significant increases from posttraining to postconsultation for service provider usage of problem-solving ( 2 ϭ 11.12, p ϭ .001, Cramer's V ϭ 0.31, N ϭ 115) and positive reinforcement ( 2 ϭ 15.63, p Ͻ .001, Cramer's V ϭ 0.37, N ϭ 115; see Table 1 ). There was an increase from posttraining to postconsultation that was trending toward significance, but it was not significant at the conservative Bonferonni corrected level for the identification of anxious self-talk ( 2 ϭ 7.76, p ϭ .005, Cramer's V ϭ 0.26, N ϭ 115) and coping thoughts ( 2 ϭ 4.97, p ϭ .026, Cramer's V ϭ 0.21, N ϭ 115).
Relation Between Adherence and Consultation Session Attendance
Linear regression analyses found no significant associations between individual adherence scores at posttraining and number of consultation sessions attended during the consultation phase (all p Ͼ .05). Logistic regression analyses found significant associations between the number of consultation sessions attended and postconsultation ratings of adherence to the identification of somatic arousal (b ϭ .19, SE ϭ .064, Wald 2 ϭ 8.32, p Ͻ .004), the identification of anxious self-talk (b ϭ .23, SE ϭ .065, Wald 2 ϭ 12.53, p Ͻ .001), and positive reinforcement (b ϭ .26, SE ϭ .072, Wald 2 ϭ 13.11, p Ͻ .001).
Discussion
Previous research demonstrates that training and consultation result in improved service provider adherence to CBT (Beidas et al., 2012) ; however, little is known about how these strategies uniquely contribute to specific gains in adherence. The present study examined the incremental gains in adherence demonstrated by service providers participating in training and consultation in CBT for youth anxiety. As hypothesized, at baseline, service providers were most likely to use identification of somatic arousal and relaxation in a role play. When investigating gains in adherence to CBT components over time, we observed that service providers increased their use of all components from pre-to posttraining, with the exception of problem-solving. Furthermore, from posttraining to postconsultation, service providers increased their use of problem-solving and positive reinforcement. Effect sizes of these changes (i.e., Cramer's V) were robust, falling in the medium to large range. No changes were observed in adherence to the identification of somatic arousal and relaxation between posttraining and postconsultation. Posttraining adherence ratings were not associated with subsequent attendance at consultation sessions. However, a relationship was found such that attendance at more consultation sessions predicted greater adherence to the identification of somatic arousal, the identification of anxious self-talk, and positive reinforcement at postconsultation. These findings suggest that service providers come into training with preexisting use of basic CBT components, which are strengthened over the course of training and consultation. Some CBT components, which may be the more complex strategies of CBT, may necessitate the addition of ongoing consultation after training.
Before training and consultation, approximately half of the service providers adhered to CBT components related to somatic arousal: identification of somatic feelings in response to anxiety and relaxation. Furthermore, one third of service providers were likely to help youth identify their anxious self-talk. It is not surprising that service providers came into training with some notion of what CBT entails given that previous research has found that service providers tend to use a range of therapeutic strategies at low intensity (Garland et al., 2010) . However, the current finding suggests that before training service providers are more likely to use CBT components that fit within the larger CBT competencies of "managing maladaptive mood and arousal" (Sburlati et al., 2011) with an emphasis on the physiological aspects. The implications of this suggest that less time can be spent on these competencies during training and consultation because they are already understood and used by service providers. It is also possible that service providers are more comfortable with relaxation and identification of somatic arousal and anxious selftalk because they are not as challenging as exposure (Becker, Zayfert, & Anderson, 2004) and may be common among other This document is copyrighted by the American Psychological Association or one of its allied publishers.
therapeutic modalities (Chorpita, Becker, & Daleiden, 2007; Grencavage & Norcross, 1990) . We sought to identify the incremental gains associated with each component of a multifaceted implementation strategy of training and consultation (Powell et al., 2012) . From pre-to posttraining, we observed that more service providers employed identifying somatic arousal, relaxation, identifying anxious selftalk, coping thoughts, and positive reinforcement. Although more service providers used these components over time, these components were still used by only approximately one half to two thirds of service providers after training, suggesting that training contributes to, but does not ensure, behavior change (Beidas & Kendall, 2010) . Adherence to problem-solving and positive reinforcement was lower than all other components after training, despite some increase in use after 3 months of consultation. This finding suggests that more directive and behavioral strategies may be difficult to implement without additional support and/or targeted training. Problem-solving, which is a very directive approach, may be antithetical for service providers coming from a nondirective therapy background (Arnold, 2014) . In addition, it may be that positive reinforcement, particularly within session reinforcement, is difficult to implement in community settings because tangible rewards are costly and/or there is limited time to deliver nonmonetary rewards. An examination of the use of EBPs for disruptive behaviors in community settings similarly found that positive reinforcement was infrequently used (Garland et al., 2010) . However, the same study found frequent use of problem-solving; perhaps problem-solving is seen as a strategy for disruptive behavior more than for anxiety.
Consistent with findings from the parent study (Beidas et al., 2012) , the present study supports the importance of ongoing consultation after initial training to further develop adherence to specific CBT components. The more consultation sessions attended, the higher adherence ratings were for positive reinforcement, identifying anxious self-talk and identifying anxious arousal at the final assessment. Given that attendance at consultation sessions does not appear to be influenced by how adherent a service provider is to CBT immediately after training, this suggests community service providers at varying levels of adherence are interested in, and can benefit from, ongoing consultation.
In addition to recognizing the strengths of the present study, including adding to the limited literature on specific changes in adherence over time, it is important to consider the potential limitations of this study. The following limitations are detailed to guide and strengthen future research in this area. We did not examine all aspects of fidelity, but we focused on adherence to treatment components. In addition, we did not address how well each component was used (e.g., skill). It is possible that service providers displayed varying degrees of skill relative to each treatment component and that they incorporated components that are not part of CBT. Second, findings should be interpreted with some caution given that adherence was based on an investigator-created, 8-min role play in contrast to a more traditional 50-min therapy session format. Given the duration of the role play, service providers may not have had enough opportunity to exhibit all of the treatment components. Our results may reflect the components that service providers prioritized. In addition, the role-play instructions directed service providers to prepare the client for an exposure; therefore, it remains unclear whether they would have adhered to implementing exposures if given more open-ended instructions. Third, the present study did not include a control condition. Fourth, because all service providers self-referred for training, results from this sample may not generalize to other community service providers. A vast majority of the service providers were female, which is representative of mental health service providers in the community where the study took place (Beidas et al., 2015) , but it may not be representative of mental health service providers in other geographic areas. Lastly, the present study did not explore many potential predictors and/or moderators, which might explain changes and/or lack thereof in adherence over time. Future research should continue to focus on the development of valid and reliable measures of adherence (McLeod, Smith, Southam-Gerow, Weisz, & Kendall, 2015; Schoenwald & Garland, 2013) and to explore demographic and background variables that predict who will exhibit changes in adherence during training and consultation (e.g., Wiltsey Stirman et al., 2015) .
Implications
These findings have implications for designing effective training and consultation programs. To make training more efficient and maximize resources, it may be beneficial to assess service providers at baseline to determine in what CBT components they are already proficient. Using our findings as an example, we could have designed our training to spend less time emphasizing somatic identification and relaxation and spent more time focusing on the more behavioral components, such as problem-solving and positive reinforcement. The same approach to consultation could be used in that service providers could be assessed and triaged into consultation groups based on areas of needed growth (e.g., needing ongoing supervision around problem-solving) to further solidify a particular CBT component. Targeted training and consultation may be more effective than our current approaches, which do not account for variability in existing service provider knowledge and skills (Herschell, Kolko, Baumann, & Davis, 2010) .
The present study also has implications for individual service providers. Specifically, findings promote participation in ongoing consultation after initial workshop training to strengthen baseline skills and further skills developed during workshop training. Service providers in the present study were afforded the opportunity to participate in weekly consultation sessions for 3 months after workshop training. Despite this extension of training, there remained significant room for improvement in adherence to all CBT skills after the service providers' final consultation session. Thus, service providers pursuing education in CBT may consider securing longer-term consultation with CBT experts after training ends.
Conclusion
A key consideration when bringing EBPs into the community is how to promote and sustain treatment fidelity (Schoenwald & Garland, 2013) . Much work is needed to better understand how fidelity changes over time and how to promote fidelity through training, consultation, and other ongoing support methods. The present study adds to this limited literature by examining changes in one aspect of fidelity-adherence-at a micro level. Findings reveal that service providers entered training in CBT for youth anxiety showing adherence to the identification and management This document is copyrighted by the American Psychological Association or one of its allied publishers.
of somatic arousal. Improvements in adherence to all CBT components were seen over time. However, problem-solving and positive reinforcement took longer to improve, and problem-solving remained infrequently used even after the entire training and consultation package. To maximize resources moving forward, it may be most beneficial to design training to target the least often used CBT techniques and/or to tailor training based on initial assessment of service provider adherence.
